Introduction
P H YS I C I A N S I N P R I M A RY health care often meet patients with medically unexplained symptoms (MUS) (Wileman, May, & Chew-Graham, 2002) . These are physical symptoms, such as chronic neck-shoulder pain, low back pain, stomach pain and headaches, as well as mental complaints, such as sleeping disorders, nervousness, anxiety and depression, which upon investigation appear to be unrelated to any organic pathology. Most patients present with combinations of these (Berntsson & Ringsberg, 2003; Katon, Sullivan, & Walker, 2001; Peveler, Kilkenny, & Kinmonth, 1997; Ringsberg, Åker-lind, & Segesten, 1997) . Brage, Berntsen, Bjerkedal, Nygard, and Tellness (1996) found that, of all the cases appearing in primary health care, a well-defined disease was diagnosed in 61 per cent, while in 21 per cent of the cases a symptom or a complaint was used to make a diagnosis. These symptoms are also commonly found in epidemiological studies (Jenkins, Lewis, & Bebbington, 1997) and predict long spells of sickness absence (Krantz & Östergren, 2002) . Psychosocial conditions at work and at home (Krantz & Östergren, 2000) , stressful life events, anxiety and depressive disorders, childhood and adult trauma and specific personality traits (Katon et al., 2001 ) have all been found to be associated with multiple symptoms among primary care patients.
From a patient perspective, MUS is a wellacknowledged problem in the primary health care services today but less is known about the situations that are perceived as stressful by the general practitioner (GP), the emotions that are involved and the coping strategies that are used when encountering these patients. As the patients with MUS do not fulfil the criteria set for a biomedical diagnosis, they risk being viewed as 'difficult patients' by the GP (Steinmetz & Tabenkin, 2001; Woivalin, Krantz, Mäntyranta, & Ringsberg, 2004) , creating frustration that also affects the interaction in the consultation and treatment.
Coping has been a core concept in research on adaptation to illness and disabilities during the past three decades (Antonovsky, 1988; Lennerlöf, 1988; Scheier, Weintraub, & Carver, 1986 ). Lazarus and co-workers have been most influential in this research area by looking upon coping as a transactional process involving cognitive and behavioural efforts to manage psychological stress (Lazarus, 1993a (Lazarus, , 1993b . From this perspective, coping changes over time and in accordance with the situational contexts in which it occurs. When studying the way GPs cope with patients with MUS, it is important to identify particular threats of immediate concern to the physician, rather than broadening the focus of attention to cover the overall situation. It is then important to study coping strategies related to each of the threats, to describe what the physicians think and do in their attempt to cope, intra-individually as well as inter-individually, and to analyse the corresponding emotional reactions throughout the investigating process.
In line with this, the aim of this study was to elucidate primary health care physicians' perceptions of patients with medically unexplained symptoms, focusing on stressing situations, emotional reactions and coping strategies.
Method

Selection of informants
Five primary health care centres, strategically selected to represent rural areas and towns of small and medium size in Sweden, were contacted. Only fully qualified general practitioners with several years of clinical experience were invited to participate. In all, 27 physicians, 16 female and 11 male, agreed to participate. For the characteristics of the participants, see Table 1 .
Data collection and analysis
Data were collected in five focus-group discussions (Barbour & Kitzinger, 1999) . When collecting and analysing data the qualitative approach phenomenograpy was used (Lepp & Ringsberg, 2002) . The discussions were conducted at the participants' workplaces and lasted for one-and-a-half hours. All the groups were mixed in terms of sex and work experience and the participants in each group knew each other in advance as they were close colleagues. The discussions were tape-recorded and typewritten verbatim. The guiding questions were of a comprehensive character, with follow-up questions, such as: 'What comes to mind when discussing patients presenting with medically unexplained symptoms?', 'What emotions do JOURNAL OF HEALTH PSYCHOLOGY 11(1) these patients arouse in you?' and 'How do you cope with the situation, practically and emotionally?'
One of the authors, a physician specialized in general practice (GK), carried out the focusgroup discussions together with a co-moderator, also a physician. The other author, a social scientist (KCR), was the person with prime responsibility for the analysis. A co-examiner, not involved in the project, was assigned to test the inter-subjective agreement of the findings in the following way: the themes and the selected quotations were presented separately to the coexaminer, who was to mach quotations with themes. The agreement between the two assessments was unanimous.
The quotations presented here are intended to facilitate the reader's evaluation of the validity of the findings. A number within brackets after the quotations represents the number of the focus group (Group 1-5) and the sex of the GP (M = male, F = female).
Ethical considerations
The Research Ethics Committee at Göteborg University approved the study. All the GPs were informed about the project orally and in writing and about their unquestioned right to withdraw from the project at any point in time.
Results
Six particularly stressful situations in the doctor-patient encounter as experienced by the GPs were identified. These situations are described in Table 2 , together with the GPs' emotional reactions and ways of coping with each of the stressful situations.
Fear of missing a serious diagnosis
Stressing situation and emotional response A stressing situation that was brought up by most of the GPs was the fear of missing a serious diagnosis. They discussed their anxiety that the patient might suffer from a serious, unknown disease although there were no signs or tests to indicate a disease. Another source of stress was the dilemma of maintaining a balance between how often to refer a patient to a specialist and how much to investigate at the primary level. It was regarded as important not to be looked upon as a physician who often refers patients to a specialist at an early stage. One GP said: 'So you are afraid that there may be something after all. There could be an organic disease that you eventually discover, even if you don't find anything, no matter how much you search' (Group 1 M).
Some GPs stated that with patients who turn up repeatedly, suffering from the same symptoms, there is a risk that the GP will not be able to mobilize sufficient interest and energy. Some meant that, the more symptoms the patient complains about, the less credible he or she is.
Coping strategies
• Taking tests and making referrals: to ease anxiety, taking blood tests and/or referring the patient to a specialist at the hospital for further medical examinations were described as common strategies, especially when the GP was not so experienced. Some said that, as their experience grew, they had developed a sense of 'instinctive feeling' for when there was something seriously wrong with a patient. Others admitted that they sometimes had difficulties in resisting the patients' demands as they felt it could jeopardize the doctor-patient relationship.
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• Having an alternative diagnosis in mind:
some of the GPs underlined the importance of examining for both somatic and mental problems, always having an alternative diagnosis in mind. Others concentrated on not missing an organic disease and described how, at the beginning of an investigation, they analysed one symptom at a time, to rule out a possible serious disease in a structured way. When no medical explanations were found, they considered social or psychological explanations.
The patient turns up without having booked an appointment Stressing situation and emotional response
The GPs agreed that patients consulting with MUS are time-consuming and, when a patient of this kind turns up at times allocated to emergency cases, the GPs are no longer in command of their working situation. One GP said: 'They simply present a flora of symptoms and they surprise you. You can't see any structure and you think, Oh, God, I have 15 minutes to get out of this' (Group 2 F). The GPs described endless discussions with patients while other patients were waiting. This gave rise to feelings of incompetence and even of approaching chaos, especially when the GPs were less experienced.
Coping strategies
• Booking a new appointment: the GPs said that they generally dealt with the situation by booking a new appointment with the patient, ensuring that regular contact was established with one of the GPs at the health centre, if this was not already the case. However, if the patient came for the first time and no earlier contact with a physician was established, some said that they worried about missing something of importance if they did not take care of the patient immediately.
• Preparing mentally: one strategy described when a patient with MUS was discovered on the patient list was to prepare mentally before the patient turned up. To prepare mentally was described as encouraging oneself to avoid becoming emotionally involved at this visit, and to try to keep the consultation short and not use time allocated for other patients.
• Showing a negative attitude: showing the patient a negative attitude was used by some GPs as a strategy to make the patient understand that he or she should have booked an appointment and not come on unplanned visits.
The power to issue certificates Stressing situation and emotional response
The GPs reflected on the responsibility associated with issuing certificates for sick-leave and early retirement pensions and described how difficult it is to assess a person's working ability, especially regarding patients with MUS. A few admitted that they would have preferred not to be in control of these tools at all, as it sometimes hinders a good therapeutic relationship. One GP said: 'We find ourselves in another role. We have to act on behalf of the authorities and decide whether it is reasonable for the patient not to work' (Group 3 M). The GPs called attention to the difficulty in this situation related to ways of labelling multiple symptoms-whether they involved stress, sorrow or burn-out syndrome-and who should then make the diagnosis and assess the patient's working capacity.
Some GPs reflected that on the one hand, assessing working ability of patients with MUS is not 'a medical matter' and should therefore be handled by other professionals. On the other hand, they realized it was still relevant for these patients to come to the primary health care centre, as they had nowhere else to go.
Coping strategies
• Assessing working ability: a male GP admitted that,in a few cases,he had handed over the assessment of a patient's working ability to the social insurance office as he did not consider it to be the medical professional's task to assess this. However, most of the GPs were not prepared to give this responsibility away to any other professionals as they claimed they were the most competent people to decide when to issue sick-leave certificates.
The demanding patient
Stressing situation and emotional responses The GPs stated that some patients were more demanding than others. These were the patients who 'know everything about their disease'. They were described as being well informed after having read books and weekly publications, watching TV-programmes, listening to the radio or searching the Internet for information. The GPs described that they occasionally felt questioned by these patients and found themselves being pushed into negotiations to perform various investigations, without any longer being able to establish a sense of mutual trust and confidence in the consultation.
When the patient gives you a list of things that he or she thinks must be done, you feel as though it is being thrown at you and you almost push your chair backwards to protect yourself. The GPs also felt that these patients had unrealistic expectations about what the health care service could do. Some of them raised the question of whether they are in fact allowed to dislike a patient. Others, stressed how stimulating it was to create a good doctor-patient relationship, built on trust and confidence. This was seen as a professional challenge, demanding time, skills and the use of not only pure biomedical knowledge but also involvement in the patient's psychosocial problems.
Coping strategies
• Applying a systematic approach: to analyse systematically the patient's worries in depth, and to sort them out one by one together with the patient was experienced as being a helpful strategy when trying to find reasonable explanations for each of the symptoms. This was also seen as a way of educating the patient about physical signals and how they could be related to stress and worries.
• Meeting the patient on an intellectual basis:
some GPs described how they took the patient's level of knowledge as their point of departure, and then kept the consultation on a more intellectual level, in this way indicating respect for the patient's standpoint.
• Using positive affirmation: a female GP explained how she persuaded herself not to get angry and then took a deep breath before encountering the patient. Another male GP described how he told himself to smile and think 'here comes my old friend again'.
• Showing authority: most of the GPs stressed the importance of using their authority as medical professionals when they felt pushed up against the wall for not being able to make a biomedical diagnosis. Setting limits, putting forward convincing arguments and showing no hesitation were seen as important strategies on these occasions.
• Referring to other professionals: some of the GPs admitted that they occasionally became tired of the patients. One way to ease the situation was to refer the patient to a medical specialist, to a nurse or a physiotherapist to get breathing space for a limited period of time. Others sent referrals in the first place to obtain a second opinion on the patient's problem.
• Reflecting over transference: when negative feelings arose towards a patient, one GP reflected that this would most probably also create a transfer of the corresponding feelings from the patient to the GP.
Getting stuck
Stressing situation and emotional response The GPs described how they, after lengthy investigations without finding reasonable explanations for the symptoms, had feelings of unease and disharmony. 'Getting stuck' was described as being caught up in something that was impossible to solve. One GP said:
When you can't find a line to pursue. When the patient's teeth chatter and his or her knees ache. (Group 1 F; the GP is talking about no logical explanation to the symptoms.)
They take up a lot of time and you get frustrated because you can't get a grip on the problem and that makes them more demanding. They take up more of your intellect.
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Coping strategies
• Meeting the patient on a regular basis: one strategy described was to set up regular appointments at fairly long intervals to handle a situation in which both the doctor and the patient felt that further investigations would not lead anywhere. Some GPs expressed a sense of relief after having arrived at a point where the patient could come to talk about his or her feelings and worries in the first place, instead of talking about which disease they might suffer from. This was looked upon as a way to help the patient to reduce his or her anxiety.
• Bouncing the problem back to the patient: the GPs stressed the importance of not taking over the patient's problem but bouncing it back, thereby making it visible to the patient, while still offering empathy and support. One way of achieving this was to ask the patient for his or her opinion on the cause and his or her expectations of the consultation. Some GPs described how they made an effort to arrive at consensus with the patient on the interpretation of the symptoms. Others described how, in the consultation, they used techniques inspired by cognitive behaviour therapy. In this way, the patient could become involved, be more realistic about outcomes and assume responsibility for his or her own problem.
• Explaining the symptoms: explaining the symptoms and relating them to normal ageing processes, for example, was a strategy described which was used to make the patient calm down.
• Seeking social support: some GPs described how they evaluated themselves by asking 'Is it me who is the strange one?' Asking for emotional support from colleagues in formal groups but also as private conversations then became an important strategy. Two GPs described how they worked together by consulting each other regularly on patients with MUS, to secure better management of the patient. It was also stated that support sometimes was sought from the patient's close relatives, a husband or a wife, by involving them in the problem.
• Issuing certificates for sick-leave: to put the patient on sick-leave for a shorter or longer period was described as one way of coping when some of the GPs felt that they had reached the end of their resources in terms of explaining symptoms and treatments. This served the purpose, it was explained, of postponing a decision about measures to be taken and made way for some 'breathing space' for the GP. At the same time, the GPs were aware that this strategy legitimized sickness absence for what could not be described as a medical disease.
• Referring to other professionals: some GPs described how they openly told a patient about their inability to help, but that other professionals, such as a physiotherapist, a psychologist, a family counsellor, a psychotherapist or a nurse, might be able to. Some GPs also recommended that patients join self-help groups.
• Time for reflection: in order to cope, one GP described how he used 10 minutes for reflection at the end of each day.
'The doctor's dilemma' Stressing situation and emotional response
The GPs reflected on their role as medical doctors in relation to society. As medical doctors with a long and prestigious education, many impose heavy demands on themselves. They also described how they felt that society assigns to them a high level of trustworthiness and almost infinite wisdom. As a consequence, feelings of insufficiency occasionally developed when they could not help to cure these patients. Coping strategies
• Reflecting on whose demands are involved: some GPs explained how they regularly had to remind themselves about whose problem it was, so that they did not take over the patient's problem. They meant that there is a risk of imposing overly heavy demands on 
Discussion
In this study, we wanted to elucidate general practitioners' experience of working with patients with multiple medically unexplained symptoms. Six particularly stressful situations were identified, as well as the emotional response and the coping strategies that were used. Data were collected in focus-group discussions. We chose focus-group discussion instead of individual interviews as we wanted the phenomenon under study to be broadly elucidated. When using focus-group discussions, it is important to remember that, unlike individual interviews, the informants influence each other by listening and discussing. It is a kind of group process in which a higher level of understanding might be reached among the informants. However, it is not a question of reaching consensus. A phenomenographic approach was used in the analysis of the discussions. This approach strives to reveal people's qualitatively different conceptions of an experienced phenomenon and the focus of interest is on the collective experience (Lepp & Ringsberg, 2002) . In this study, where the participants were eager to discuss this topic with trusted colleagues, it was obvious how they inspired each other and were able to pursue the discussion further to higher levels of insights. It would also be interesting to analyse how the individual participants influenced each other by discussing, but this was not the aim of this study. The impact of stress on the psychological well-being of an individual is mediated or buffered by different coping strategies. Lazarus identified two major functions of coping: problem-focused and emotion-focused. Problemfocused coping includes active efforts that are directed at solving or relieving the sources of stress. Emotion-focused coping aims to reduce or manage the negative emotions caused by the stress. Most people use both problem-focused and emotion-focused strategies in stressful situations. However, people tend to use emotionfocused approaches instead of problem-focused strategies when they believe that they cannot do anything to change their stressful conditions (Lazarus, 1993a) . In this study, both kinds of strategies were identified. From Table 2 it is seen that the emotion-focused coping strategies slightly dominated indicating that the GPs had difficulties in managing their own stress when working with patients with MUS.
Our findings also illustrate how physicians have been trained in problem-solving and, when a patient problem emerges as being impossible to solve, there is a risk that the doctor feels he/she has failed. Accordingly, the GPs described how problem-focused strategies were applied in the first stage, which included taking tests and making referrals, and issuing certificates. However, when this was not successful, emotion-focused strategies were tried, such as preparing mentally, reflecting and using positive affirmations. Some GPs described how they were more inclined to use emotion-focused strategies as their experience grew, accepting that not all problems had to be solved immediately but could be subject to reflection and the patient's own involvement. Refraining from 'doing something' seemed difficult, even when there was an obvious risk that this would be counterproductive. This is illustrated by the fact that the GPs, when they felt they had exhausted all the other possibilities, issued certificates for sick-leave. Hereby, they legitimized absenteeism from work, although aware of the risk of medicalizing psychosocial problems.
According to Folkman & Lazarus (1988) , most strategies can be categorized into one of eight categories, namely: confrontive, distancing, self-controlling, seeking social support, accepting responsibility, escape avoidance, planful problem-solving and positive reappraisal. In this study, the GPs gave examples of using all these strategies to different extents, but the strategies of 'planful problem-solving' and 'distancing' dominated, see Table 2 . In a similar study, Steinmetz and Tabenkin (2001) found both supportive and overtly confronting coping strategies, while, in this study, confrontational attitudes were only discreetly discovered among JOURNAL OF HEALTH PSYCHOLOGY 11(1) the GPs. Even though these two studies were performed in very different settings (Israel and Sweden), they still reveal similarities and suggest a universal way of caring for these patients. In both studies, empathy, non-judgemental listening, understanding and patience were common features.
In this study, GPs' strategies for coping with patients with MUS have been described. It would be interesting to investigate further how the patients cope with their consultation with GPs.
As the GPs in this study were strategically selected, the findings presented here cannot be generalized to apply to a wider population of GPs, but they may contribute to a deeper understanding of the problem of how to cope with patients with medically unexplained symptoms.
Clinical implications
To treat this category of patients, primary care physicians appear to be in need of relevant further education and training, not only in medicine but also in the field of social psychology and communication. As the cause of the multiple symptoms is multi-factorial, collaboration in multi-professional teams or with single professionals, such as behavioural scientists (psychologists), social scientists and physiotherapists, would be valuable to enhance the primary care physician's tools. Access to support groups of colleagues and to supervisory groups is desirable.
